[image: ]
Services Referral & Needs Assessment
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This Referral and needs assessment is to join our Services department and access programmes such as Youth Projects, Best Buddies and BASE provision (*Base can only be accessed via a Day opportunities Referral).
All information will be treated in strictest confidence.  We will ask for more information if we need it for each programme. 



Service you would like to be referred for:  Please tick the ones you would like 
	BLAST – (Youth provision, 8-18) 
	

	HUB (Youth drop in club, 12-18)
	

	Best Buddies (Friendship programme, 18+)
	

	Base (Daily activity provision)*Day Opportunity Referral only
	

	Heroes+ (Youth Provision, 14-24)
	

	LIVE (Self-Directed Support, Project pending)
	

	Unsure which project at this time
	

	
	



Applicant Details
	Name
	

	Address
	

	
	

	Postcode
	
	Date of Birth
	

	NI  Number
	
	Age
	


	Home Phone Number
	

	Own Mobile Number
	

	Email Address
	

	DO you use social media (please circle)
	
YES
	
NO

	Preferred form of contact e.g. text, call, via parent/carer etc 







Next of Kin Details
	Name (next of kin)
	

	Relationship (to applicant)
	

	Address (of next of kin)
	

	Postcode
	

	Email (next of kin)
	

	Emergency phone numbers (e.g. home/mobile
	



Referrer Details (unless referring self) e.g. Social Worker, Day Opportunity Coordinator
	Referrer Name
	

	Organisation
	

	Contact Telephone Number
	

	Email address
	



Do you attend any other services such as a day centre or college?  Please tell us about them…
	







Please tell us what you do each day? (e.g. college, drama, sport, clubs etc)
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Weekend

	Morning
	
	
	
	
	
	

	Afternoon
	
	
	
	
	
	

	Evening
	
	
	
	
	
	



Hobbies
	Tell us about any hobbies, interests, or special talents you have…


	



Health
	Tell us about your disability (Learning and/or Physical) any other conditions and how they affect you (e.g. poor concentration, excellent memory, restricted diet, needs information written down – anything about your condition that you think it’s important for us to know)

	



Medical
	Person takes medication:
□ Independently
□ Needs prompting
PLEASE DETAIL BELOW

Person has the following medical conditions which the provider should be aware of :
______________________________________________________
___________________________
___________________________
______________________________________________________
Allergies: ______________________________________________________

If relevant, reaction to allergy
___________________________
	Seizure Disorder:       □ Yes           □ No

Type: ________________
Frequency and Duration: ____________________________________
________________________________________________________________________
________________________________________________________________________
Challenges that may occur (attach a more detailed plan to document if necessary): ____________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Call 999 after: ___________________________________





Support Needs…Do you need help with the following?
	Factor
	Yes
	No
	Details

	Timekeeping – e.g. getting to work on time/reading the time
	
	
	

	Personal Care
	
	
	

	Numeracy – knowing numbers, doing sums/adding up or taking away
	
	
	

	Memory – remembering things
	
	
	

	Planning ahead
	
	
	

	Making decisions for yourself
	
	
	

	Coping with new situations
	
	
	

	Physical strength
	
	
	

	Mobility –e.g.  moving about/walking
	
	
	

	Eyesight – e.g. do you wear glasses?
	
	
	

	Hearing – e.g. do you have a hearing aid?
	
	
	

	Communication…

	-     writing
	
	
	

	-     speaking
	
	
	

	-     listening
	
	
	

	-     following instructions
	
	
	

	-     with peers
	
	
	

	-     body Language
	
	
	

	Dexterity – e.g picking up little things, opening things, using scissors
	
	
	

	Other….

	
	
	




Support and Supervision
	
Level of Supervision while at CAN project: 

□ Requires someone within arm’s reach
□ Within eye sight at all time
□ Within hearing distance
□ Can be left alone for short periods of time (5 minutes or less)
□ Can be left alone but needs periodic check-ins
□ Independent/Will let the provider know if something is wrong


	
Level of Supervision while in the community or travelling:

□ Requires someone within arm’s reach
□ Within eye sight at all time
□ Within hearing distance
□ Can be left alone for short periods of time (5 minutes or less)
□ Can be left alone but needs periodic check-ins
□ Independent/Will let the provider know if something is wrong


	
Support level Requirement SPECIFIC to BASE Project Activity ONLY – please select one…Please ensure the support level requirement matches the supervision requirement above. 

□  Staff Support
□  Peer Support
□  Independent

Note – as per Statement of Understanding, referrals initially requiring staff support is on a trial basis only and must be reviewed at 3 months with aim to remove this requirement. 

	



Communication
	Expressive Skills:

□ Speech is understood by those outside the family
□ Uses complete sentences
□ Uses single words
□ Uses personalised communication (gestures, sounds)
□ Non verbal
	Receptive Skills

□ Comprehends verbal language
□ Comprehends written language
□ Depends on visual cues or schedules
□ Modelling from others to enhance comprehension
□ Physical prompts (hand-over-hand) to enhance comprehension






Mobility 
	□ Person is independently mobile
□ Person is independent – but requires another person with him when mobilising outside. 
□ Uses walker/cane
□  Person wears AFOs (splints) 

	□ Gait belt
□ Uses an Electric Wheelchair
□ Uses a manual wheelchair
□ Requires full assistance with transfers
□ Can weight bear
□ Can walk with assistance

	If transfer is required, please describe the support necessary:



	Please list any equipment that a provider may be expected to use (Hoyer lift, gait trainer, etc.):





Travel
	Please circle how you can travel below…

	
Own Car

	
Public Bus
	
Taxi
	
Train
	
Community Transport
	
Parent’s Car
	
Walk

	How will you normally plan to travel to your placement/opportunity? (please state below)






5. Behaviour and Safety
Service provider will be expected to manage any behaviour that challenges: The more information you provide the better we can potentially create an environment to support.  
Could this individual present with any behaviours that may challenge?  □ Yes   □ No
If “yes”, please explain below:
	











Please complete the table below…
	Behaviour:
	Always
	Mostly
	Sometimes
	Never
	Explanations*

	Gets along well with peers
	
	
	
	
	

	Enjoys social activities
	
	
	
	
	

	Has good manners
	
	
	
	
	

	Uses appropriate touch
	
	
	
	
	

	Self-abuses
	
	
	
	
	

	Scratches, pinches others
	
	
	
	
	

	Hits others
	
	
	
	
	

	Bites others
	
	
	
	
	

	Uses inappropriate language
	
	
	
	
	

	Exhibits inappropriate sexual behaviour 
	
	
	
	
	

	Does not like to be touched
	
	
	
	
	

	Prefers large personal space
	
	
	
	
	

	Prefers to be alone
	
	
	
	
	

	May run away or dart
	
	
	
	
	

	Can cross the road alone
	
	
	
	
	

	Understands danger
	
	
	
	
	

	No known behaviours that challenge
	
	
	
	
	



*Please elaborate on an attached page if necessary
Triggers to behaviour that challenges:
	







Effective strategies to help avoid behaviour that challenges:
	









Ways to calm when upset:
	 








Person’s typical reaction to new people:
	








Person’s typical reaction to a new environment:
	








Person’s typical reaction to animals or pets:
	 








Discuss the person’s sense of safety or danger and explain how the provider can effectively support the person: this could include road safety, personal safety, task safety etc.
	









Other
	How did you hear about CAN?


	


 
Self-Declaration of Disability
	
Organisation:   CAN (Compass Advocacy Network

Participant Name: _________________________________________________

DOB: ________________

I certify that I have a disability (as defined by the Disability Discrimination Act 1995) which has a substantial and long-term adverse effect on my ability to carry out normal day-to-day activities.

Signed: __________________________________________________________

Dated: ________________



[image: Description: http://www.cedar-foundation.org/fs/img/NHSCTlogo-web.jpg]NB:  The information in this application form will only ever be used for the purposes of CAN and help us to provide you with the right service.  We will never share your details.  By signing this application you are agreeing to us storing your data and using it in this way.

Applicant Signature __________________________________________________
Date ______________________________________________________________
Parent/Carer/Referrer Signature _______________________________________

Please return completed forms either via email to…
andrea@compasspeople.org or 
via post…
FAO Andrea Morrow, 
CAN, 32 Lislagan Road, 
Ballymoney, BT53 7DD
For Office Use Only:

Applicant Name: __________________________________________________
Date of Referral: _________________ Date of Initial Visit: _________________
Priority Rating: __________________  Accepted     _____YES/NO___________

Date of Commencement: _____________ Signed ________________________

Additional Comments... ________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
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